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U.S. Nuclear Regulatory Commission ;

Attn: Document Control Desk l

Washington, DC 20555

Dear Sir:

Subject: Oyster Creek Nuclear Generating Station
Docket No. 50-219
Licensee Event Report

This letter forwards one (1) copy of Licensee Evert Report 92 003.

incer.ly, / --

-.b
J hn J. B on
ice Pres ent and Director

Oyster Creek

- JJB\JJR
Enclosure

cc: Administrator, Region 1
Senior NRC Resident inspector
Oyster Creek NRC Project Manager

(LER COVLTRS)
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On April 20, 1992 at approximately 1255 hours, the reactor was operating at
approximately 1001, power and Procedure 607.4.004, containment Spray -nd Emergency
Service Water System 1 Pump operability and In-service Test was in progress.The
operator performing the surveillance overlooked a portion of a step in the
procedure to stop the containment spray pump and proceeded to next step which
positioned the system mode switch to the AUTO position. Thie lineu up the system
valves for the Drywell Spray mode. The operator recognized the error and secured
the Containment Spray Pump within 29 ueconds. During this period approximately
825 gallons of Torus water entered the Drywell. The cause of this occurronce is
attributed to operator error. A contributing cause to this event was the
involved procedure step which contained several action statements.

The Plant Transient Review Group (PTRG) was convened to determine the
significance. The results of the review determined that all safety related
functions would be unaffected by the event with the possible exception of the
acoustic and thermocouple monitors associated with the main steam safety and
electromatic relief valves. The PTRG recommended testing of these systems, which
was started at 1730 hours and successf ully completed at 2320 hours. A critique
was held, and appropriate personnel actionn were taken with respect to the
individual involved. Procedural changes have also been made to separate the
multiple action statements contained in the involved procedure stop. An ongoing
procedure upgrade program includes a review of procedures for multiple action
statements.
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The event occurred on April 20, 1992 at approximately 1255 hours.

JDENUUCMJON OF OgCWRfLq%

While performing a surveillance tost on the Cont ainment spray System, a portion
of a step was overlooked which rebulted in an inadvertent manual actuation of an
engineered safety feature. This ovent is considered reportable in accordance
with 10CFR $0.73.(a).(2),(iv)

CONDITIONS PE128 To OCCJJPffECE

The Cottainment Spray (EIIS-BP) and Emergency Service Water (EIIS-BS) System 1
Pump Operability and Inservice Test procedure was in progress. 'Ihe reactor was
operating at approximately 100% power.

RESCRIPTION OF OCCQEE MCl

On April 20, 1992 at approxi nately 1255 hours, Procedure 607.4.004, containment
Spray and Emergency Service viater System 1 Pump operability and In-service Test
was in progress. The containment spray system valves were lined up in the test
mode with containment Spray pump $1B operating. In this mode water from the
Torus is pumped through the containment Spray heat exchangers and then returned
to the Torus via a test loop. The operator performing the surveillance
overlooked a portion of a step in the procedure to stop the Containment Spray

~

pump and-proceeded to the next stop which positioned the system mode switch to
the AUTO posi. tion. The AUTO position lines up the system valves (CF1-ISV) for
the D r~/well Spray mode. The operator recognized the error and secured the
Containment Spray pump within 29 seconds. During this period approximate y 825
gallons of Torus water entered the Drywell. Drywell pressure prior to the event
was 1.19 psi. Drywell pressure initially decreased by .15 pai due to the cooling
ef fects of the spray and then increased to a peak of '.4 psi which was only .2
pei above the initial drywell pressure. Drywell bulk temperature decreased by
approximately six degrees. The Drywell Sump High leakrate Alarm (EIIS-IJ) was
received and cleared approximately five times during tho c. ext 40 minutes due to
the event. The plant continued to operate at approximately 1001, power during and
after the event.

MPAPENT CMLSE OF OCCUEdEHCJ

The cause of this occurrence is attributed to operator error. The operator
everlooked an action statement to stop the Containment Spray Pump contained
within a step in the procedure and 410o failed to utilire self checking methods
before perf orming the next critical step. A contributing cause to this event was
the involved procedure step which contained oeveral action statements.
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MALYSIS OF OCCUP. PENCE AND S ATETY ASSESSMENI |

The Plant Transient Review Group (PTRG) was convened to determine the i

significance of this event. A review of plant data indicated there were no I

immediate or obvious adverse ef f ects on any equipment contained in the drywell. '

A listing of safety related equipment contained in the Drywell was reviewed with
respect to the Environmental Qualification and f ailure snode of the equipenent to '

determine if any safety related function was in question.
The results of the review determined that all safety related functions would be
unaf f ecte d by the event with the possible exception of the acoustic and
thermocouple monitors associated with the main steam cafety and electromatic
relief valves. The PTRG recorvnended testing of these systems, which was started
at 1730 hours and successfully completed at 2220 hours.

Based upon the above safety significance of this event is considered minimal.
i

COPPECTIVE ACTION

.T critique was held and appropriate personnel action was taken with respect to
the individual involved in this event.

Procedural changes were made in the referenced procedure to separate t = , multiple
action statements contained in the involved procedure stop. An ongoing procedure
upgrade program includet a review of procedures for multiple action statements.

Management discussions with the operators involved concerning the need to perform
Self-Checking, and the Work Performance Standard on Procedure Compliance were
held, Management determined the appropriate training /requalification of the
operator performing the surveillance, prior to resuming licensed duties.

The. expectations of Operations Management regarding compliance with the
Operations Department Standard on Procedure compliance have been communicated toj

all Operations Department Personnel.

A critique of this event was issued as required reading for all
Licensed /Non-Licensed Operatione personnel and all staf f License or Certification
holders.

Development of the concept of Crew Self-Checking, including a training module for ,

presentation to each ot the operating crews will be considered for

implementation.

Evaluation of the need for and, where necessary, ref resher self-checking training
will be provided for all Licensed /Non-Licensed Operations Department personnel,
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SIMILAR EVENTS

None.
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